A one year retrospective study of 76 patients with peptic oesophageal stricture was performed. Analysis of results showed a significant age-related risk of developing peptic oesophageal stricture. Possible age-related risk factors are discussed. Pitfalls in diagnosis and management are highlighted and the role of H2 receptor antagonists, antacids and omeprazole are discussed.
Introduction
Gastro-oesophageal reflux is the most important cause ofoesophageal ulceration.'2 The relationship between gastro-oesophageal reflux and peptic oesophageal stricture (POS) is less well defined. As only a minority of patients with reflux develop POS, other factors therefore must contribute to its development.
There are many factors known to be associated with stricture formation including congenital anomalies, trauma to the oesophagus, postoperative complications, injection sclerotherapy, various medications3'6 and reflux oesophagitis and its complications.7'8 The elderly may be at particular risk of stricture formation because of alterations in oesophageal motility, increased use of medication, under-reporting ofdyspeptic symptoms and possible atypical presentations. In order to study the natural history of POS, we have analysed the medical records of 76 such patients seen in one hospital over a 12 month period and have reviewed its management and possible risk factors.
Methods
The name of patients were retrieved from endoscopy records for all patients admitted to Maidstone Hospital for dilatation of POS over 12 month period (1.4.88-31.3.89) and cross-checked with Hospital Activity Analysis records which did not identify any additional cases. Patients with diagnoses other than POS (for example, achalasia, carcinoma of the oesophagus) were excluded from the analysis. Where hospital records were inadequate, information was checked with the relevant general practitioner. Details were noted of age, current medication, symptoms, endoscopy findings, histology results, management (both endoscopic and pharmacological) and details of dilatations. Incidence figures (per thousand population/year) were calculated using population estimates for the Maidstone Health Authority published by the Office of Population and Census Surveys.
Results
The study population was divided by age into Groups 1 and 2 (those aged less than 65 years and those over 65 years). The incidence increased almost ten fold in the two groups, from 0.29 per thousand in the under 65 age group (Group 1) to 2.29 per thousand in those over 65 (Group 2) (P<0.001, chi-square test) ( Table I ). There were no statistically significant differences in medication use between the two age groups (Table II) Fifty-one patients (67%) were given antacids together with H2 antagonists. One patient in Group 1 and 11 in Group 2 were treated with omeprazole (16%). In nine patients, oesophageal strictures had developed whilst receiving H2 receptor antagonist treatment for endoscopically diagnosed hiatus hernia and reflux oesophagitis and in one patient, Barrett's oesophagus. Endoscopies in these patients had been performed 3 months to 4 years prior to the diagnosis of peptic oesophageal stricture. Of these nine patients, five were taking nonsteroidal antiinflammatory drugs (NSAIDs) during this period. Compliance according to the general practitioner and hospital notes was felt to be poor in two of the nine patients.
Four patients underwent fundoplication and repair of hiatus hernia, three because of failed medical treatment after one year and one because of inability to dilate the stricture at initial endoscopy. Two shown an increasing frequency of POS in patients over 70 admitted for investigation ofhiatus hernia. 9 In a study of benign oesophageal stricture and the role of NSAIDs, studying consecutive admissions to a dysphagia clinic, the mean age of the stricture group was 74.7 years.5 In this study the mean age of patients with benign oesophageal stricture was 75.0 years.
Oesophageal mucosal damage is most commonly caused by gastro-oesophageal reflux and healing by fibrosis may lead to stricture formation. However, stricture formation is not invariable and therefore other factors must play a part. Alteration in oesophageal motility with age may prolong the time taken to clear tablets and refluxate from the oesophagus. 8 Bonavina et al.3 demonstrated lodgement of radiolabelled capsules taken with 15 ml water, in the oesophagus in 11 of 18 volunteers. When the volume of water chaser used was increased to 120 ml, lodgement occurred in only three, all ofwhom were over 70 years. Oesophageal manometry in 12 healthy volunteers showed that three had a non-specific oesophageal motility disorder -all three were over 70 years, implying a possible age-related change in oesophageal motility.3 If oesophageal mucosal damage is one of the precipitants of POS, delayed refluxate clearance and the prolonged presence of tablets within the oesophagus may predispose to oesophageal mucosal damage and therefore to stricture formation in the elderly.5 '6 Diagnosis of gastrooesophageal reflux and POS in the elderly may be difficult resulting in delays in appropriate investigation and initiation of treatment. From our results, elderly patients more frequently present with symptoms of dysphagia or atypical presentations than dyspepsia. In the Jayawardhana study'0 of 53 patients aged over 75 with POS presenting for surgery, 89% of the patients presented with dysphagia, 51% with weight loss and 12% with nausea, vomiting, heartburn or gastrointestinal bleeding. This may be related to an increase in pH of the refluxate in the elderly due to a decrease in acid production with advancing age,8 and higher incidence of bile refluxate due to alteration in pyloric sphincter tone.""2 The analgesic effect of NSAIDs may also mask dyspeptic symptoms. Pain perception may be impaired with increasing age resulting in other 'atypical' presentations such as 'silent' myocardial infarction.'3 There is also a tendency for the elderly population to under-report symptoms and tolerate them longer before seeking medical advice. '4 Biopsy of oesophageal strictures at the time of endoscopy is important to exclude malignancy, particularly in the elderly. This is highlighted by this study where three strictures, initially thought to be benign, were found on biopsy to be malignant and therefore were excluded from the analysis. Multiple biopsies were performed because ofsampling error associated with small endoscopic biopsies.
Several pitfalls of management have been highlighted in this study. Endoscopic dilatation, although a relatively simple procedure with a low complication rate, even among elderly patients,'5 is insufficient alone as evidenced by the large numbers of repeat dilatations reported in this study. After 6-8 weeks treatment with H2 receptor antagonists, endoscopic healing of oesophagitis occurs in only 20-46% of patients with erosive oesophagitis. '6-'8 In contrast, effective acid suppression and healing of oesophagitis can now be achieved with omeprazole'9-2' in more than 80% ofcases, although rapid relapse may occur on stopping treatment. Whether these factors can be extrapolated to progression of POS is not established.
In this study there was an apparent decrease in repeat dilatations with omeprazole treatment compared with H2 receptor antagonists. However, the follow-up period for the omeprazole-treated group was shorter, and with such small numbers no firm conclusion can be drawn.
